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the muscular tissue and pararnetrium at the base of each broad ligament, and
with a needle it is possible to encircle a mass of this tissue on each side. This
sketch shows two sutures inserted, each of which includes a portion of this
tissue on both sides. When these sutures are tied, this tissue from each side will
be drawn to the front of the cervix, and therefore this portion of the pelvic
floor will be shortened by this amount. The ligatures are not tied at this
stage, but it is convenient to insert them while the tissues are visible. In most
cases, the suturing of this material in front of the cervix is sufficient to keep
the uterus anteflexed, even though it \vas previously retroflexed; but in a few
cases in which the uterus is very heavy these sutures transfix a small portion
of the anterior wall of the uterus and so keep this organ in the anteflexed
position while the healing process takes place.
Fig. 36, e shows the cervix drawn forward to show part of the posterior sur-
face. An incision is made through the vaginal mucosa from one pair of Spencer
Wells forceps round the back of the cervix to the pair of Spencer Wells
forceps on the other side, and the mucosa is stripped from the cervix for a
distance varying with the amount of cervix which requires amputation.
Fig. 36,/ shows the cervix still grasped with the volsellum. The vaginal mucosa
has been dissected from the cervix and the scalpel is shown in position, ready
to amputate the denuded portion of the cervix.
In Fig. 36, g a portion of the cervix has been amputated. Sutures are now
inserted through the cervix and the vaginal mucosa, and when these are tied
the edge of the vaginal tissue will be brought into contact with the cervical
mucosa.
Fig. 36, h shows a later stage with a few of the sutures tied. Finally a suture is
passed through one angle of the rnucosa, transfixes the centre of the anterior
wall of the cervix, and lastly the other angle of the mucosa, and when these
and a few intermediate sutures are tied the external os is completed.
Fig. 37, a shows the external os completed. Instead of a triangle, the denuded
area is now oval, as the angles at the base have been brought together at
the centre of the external os. By means of a continuous suture the cut edges
of the mucosa are brought together up to the level of the insertion of the two
deep sutures. At this stage the uterus should be examined, and if it is retro-
flexed the body should be replaced. The two deep sutures which in Fig. 36, d
are placed around the musculature at the base of each broad ligament are
now tied, and if a ligature has been left on the cervix it will be found that
no reasonable amount of traction will now pull the cervix down, as the deep
sutures shortening and tightening this part of the pelvic floor prevent any
further descent of this organ.
Fig. 37a b shows the two deep sutures tied and others inserted in the deep
tissues at the base of the bladder. These additional sutures should always
be inserted and are especially important in patients with incontinence of
urine.
Fig. 37, c shows these deep sutures tied and a continuous suture inserted
in the vaginal mucosa to complete the closure of the original incision.
Fig. 37a d shows the completion of this stage of the operation.
Fig. 37, e shows the method of marking out the flaps of the posterior colpor-
rhaphy. The redundant tissue in the posterior fornix near the cervix is grasped
by a paur of forceps, and when this is pulled forward the tissue falls roughly
into a triangle, with its base on the perineum, but it is usually necessary to
make the centre of the triangle as wide or almost as wide as the base, and
this portion is marked out on each side by a pair of forceps, while the angle